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of respiration. After a time they Bliould be recommenced, and the process 
continued until the urine becomes alkaline. 

9. Subcutaneous injections of carbonate of sodium are not to be com¬ 
mended, on account of the pain and the deep-seated inflammation they 
produce. 

The Night-sweats of Phthisis Treated with Camphoric Acid. 

Led (Ckaritb Annaten , 1889) has employed camphoric acid—produced by 
the oxidation of camphor with sulphuric acid—against the night-sweats of 
phthisis, in 13 patients; the drug being administered 155 times in all. In 
60 per cent, complete success was obtained, this consisting in complete dry¬ 
ness of the skin. There were no good results obtained in 18 per cent., and 
partial success in 22 per cent The dose employed varied from 30 grains 
given in the evening, to 75 grains administered in two doses. The good 
effects were often not observed until the second night after the drug was 
given; and the action of the medicine often then persisted during several 
nights. 

The author found the value of camphoric acid greater than that of atropine, 
and the effects more lasting. The drug was also free from disagreeable second¬ 
ary effects, except that in one case an attack of urticaria developed, which, 
however, had probably nothing to do with the medicament. He tried its 
alcoholic solution externally for bathing the body, and found it decidedly 
superior to vinegar in preventing local sweating. 
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The Treatment of Cicatricial and Cancerous (Esophageal 
Strictures. 

Le Fort ( Bulletin generate de Therapmtique, January 15,1890) divides the 
contractions of the oesophagus which may require treatment into two great 
classes—the cicatricial and the carcinomatous—and arrives at the following 
conclusions: 

1. As to the cicatricial strictures: He believes gastrostomy to he a danger¬ 
ous remedy, which should only be employed in the last extremity, by which 
he does not mean that we should wait until the patient is dying from ina¬ 
nition, but that we should at first employ all other means, especially dilata¬ 
tion. It iB necessary, in his opinion, to use sounds of a special form (which 
he figures), passing, in the first place, the very finest bougies, which enter 



300 PROGRESS OF MEDICAL SCIENCE. 

freely into the stricture, and which sufficiently dilate it to enable the patient 
to swallow liquids. After this all urgency is passed, and we can take the time 
required to accomplish a complete cure, and without risking the life of the 
patient. 

2. As to gastrostomy in cancerous contractions of the oesophagus, the 
mortality is enormous (72 in 100 at least) and the average life of those who 
survive the operation is hardly more than two months, or three months at 
the most. It seems, therefore, that even in carcinomatous cases continu- 
ous dilatation should be attempted. Gastrostomy is only justified by the 
impossibility of introducing nourishing drinks, and in those patients who, 
having retained their strength and reason, suffer from the fear of death by 
starvation. In cicatricial contractions dilatation in the manner which has 
been indicated should be tried with all the more energy and perseverance, 
because even after gastrostomy it is necessary to return to the use of the sound 
in order to dilate the oesophagus. In either class of cases Professor Le Fort 
refuses to consider gastrostomy as the routine treatment of contractions of 
the oesophagus. 

The Surgical Treatment of Hepatic Abscess. 

Mr. Rickman J. Godlee summarizes {The British Medical Journal, Jan¬ 
uary 11, 18, 25, 1890) as follows the essential part of his views on the treat¬ 
ment of hepatic abscess, recently published in some extremely valuable lec¬ 
tures which embrace the whole subject, and embody the latest and most 
authoritative opinions as to its surgical aspect: 

1. Pymmic abscesses do not call for surgical interference, or, if in rare cases 
one should point, it is only opened to relieve symptoms, but without hope of 
doing permanent good. 

2. The same observations apply to abscesses resulting from suppurative 
phlebitis of the portal vein. 

3. Multiple abscesses associated with dysentery or ulceration of the bowels 
are very unfavorable for surgical treatment. They must, however, be opened 
and treated on the same lines as the single or tropical abscesses, because they 
cannot be certainly diagnosed. 

4. Single abscess of the liver, whether tropical or not, must, if it approach 
the surface, be opened, the following precautions being adopted: 

(a) If it present at the epigastrium, the presence of adhesions must be 
ascertained before incising the liver. 

(5) If through the chest-wall, a spot must be chosen below the normal 
limit of the pleura; but if by chance either pleura or peritoneum be opened, 
the opening must be closed with a double row of stitches before incising the 
liver. 

(c) Strict antiseptic precautions must be throughout adopted, either car¬ 
bolic acid or some slightly soluble salt of mercury being employed for the 
dressing. 

(d) The tube must be of large size at first, and a tube of some sort must be 
kept in until the discharge is reduced to a very minute quantity. 

If the abscess have burst into the lung, pleura, pericardium, peritoneum, 
or kidney, and the position of the abscess can be clearly determined, it must 
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be opened without delay. If the position of an abscess be only suspected and 
the patient be losing ground, it is right to puncture the liver in the most 
likely situation, bearing in mind that, although usually quite harmless, a 
slight amount of risk accompanies this very trivial operation. 

This rule applies to cases in which the abscess has ruptured into any of 
the cavities enumerated above. If, on the other hand, whether the abscess 
has ruptured or not, there are no means of diagnosing the whereabouts of the 
matter, and the patient is not losing or is even gaining ground, the surgeon 
should hold his hand for a time. 

5. Hydatids of the upper and back part of the liver are to be treated upon 
the same lines; but in cases of this sort, and in those of subdiaphragmatic 
abscess, it must be remembered that the diaphragm may be pushed up to 
a very great height, thus closely simulating intrapleural suppuration. 

6. Empyema, pericarditis, and peritonitis caused by rupture of an hepatic 
abscess or hydatid must be promptly dealt with on general principles. 

Immediate Suture of the Kidney after Nephbo-lithotomy. 

M. Le Destu reports a case in which he removed-a renal calculus from 
a patient who had suffered for fifteen years—having concluded that the 
calculus was seated in the pelvis of the kidney, although there were no symp¬ 
toms of suppurative pyelo-nephritis. Some time before, he had removed in 
the same way a renal calculus which did not present any trace of suppura¬ 
tion, and attempted to obtain primary union of the renal substance, but 
without success. Nevertheless, he repeated the attempt in the second case. 
After cutting the inferior half of the convex edge and extracting the calculus, 
he put in seven stitches of catgut. The renal tissue was so friable that it 
was not possible to draw these threads very tight, but those that were put 
in were sufficient to arrest capillary hemorrhage. The result was excellent: 
not a drop of urine escaped from the wound. By way of precaution, a drain 
was left in until the fifteenth day. In spite of this success, he does not 
believe, however, that primary union is easy to obtain after nephro-lithotomy. 

Surgical Treatment of Tubercular Peritonitis. 

Ceccherelli reports (Ccntralblattfur Chirurgie, No. 39,1889) four cases of 
tubercular peritonitis treated with incision and irrigation. He divides such 
cases into two groups: 

1. A dry inflammatory process, in which surgical interference is useless, 
since it is impossible to separate all adhesions; and, therefore, the whole peri¬ 
toneal cavity cannot be cleansed. 

2. Peritonitis with ascites, in which incision is indicated, especially in sac¬ 
culated peritonitis. 

In free effusion, paracentesis, followed by moderate irrigation, is often suf¬ 
ficient. 


The Surgical Treatment of Perityphlitis. 

At the last French Surgical Congress (Archives Gbnkraks de Medecine, Nov. 
1889), M. Roux, of Lausanne, stated his opinion that there is too great a 
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tendency to abstain from all active treatment in suppurative perityphlitis, 
from the incorrect belief that spontaneous cure is the rule.^There are, on 
the contrary, a great number of accidents and relapses, without speaking of 
the frequent cases of fatal peritonitis, which can be avoided by surgical inter¬ 
ference at the proper time. In a series of twenty-one perityphlitic abscesses 
treated medically, H. Boux has had six imperfect cures, with fistulas and re¬ 
peated abscesses, and nine cases of peritonitis of which eight terminated 
fatally. He does not claim that it is necessary to operate in all cases of peri¬ 
typhlitis, but that it is better not to continue too long the expectant treat¬ 
ment As soon as there is pus, it is well to evacuate it One can be assured 
that the pericmcal inflammation is suppurative, when by palpation and per¬ 
cussion an evident infiltration of the superior part of the aecum and of the 
ascending colon is found, the intestine being empty. Abscess once diagnos¬ 
ticated, M. Roux does not advise, in order to discover the focus of suppura¬ 
tion, the exploratory incision of Sonnenburg, nor exploratory punctures, which 
frequently give negative results, and are not without danger. M. Roux makes 
a very large incision, similar to that for the ligature of the external iliac, 
separates the fascia transversalis, and carries his finger behind the cmcum, 
where ordinarily the piis is collected. Even if an error in diagnosis is made, 
such error is only possible in cases which practically demand the same treat¬ 
ment as perityphlitis, and no additional risk is run. If the purulent focus 
is not found, it will empty itself spontaneously, more easily toward the exterior 
than into the cavity of the peritoneum, owing to the presence of the wound. 

Disease of the Vermiform Appendix. 

Dr. Charles McBurney (The New York Medical Journal , December 21, 
1889), in a valuable paper on the above subject, reviews the general clinical 
history of cases of appendicitis, and lays especial stress on the important aid 
to diagnosis to be derived from a symptom which he has frequently observed, 
namely, the ascertaining, by the pressure of a single finger-tip, that the point 
of greatest tenderness is, in the average adult, almost exactly two inches from 
the anterior iliac spine, on a line drawn from this process through the 
umbilicus. Much greater tenderness at this point than at others, taken in 
connection with the history of the case and other well-known signs, he looks 
upon as almost pathognomonic of appendicitis. This point indicates the 
situation of the base of the appendix, where it arises from the cxcum, but 
does not by any means demonstrate, as one might conclude, that the chief 
point of disease is there. The abscess, or concretion, or cyst, may be at quite 
a little distance, but the greatest pain, on pressure with one finger, will be 
felt at the point described. The incision should be a liberal one, for much 
room may be required, and a five-inch cut in the adult is not too much. It 
should follow as nearly as possible the right edge of the rectus muscle, and 
the centre of the incision should lie opposite to or a little below the anterior 
iliac spine, on a line drawn to the umbilicus. When the external oblique 
aponeurosis is cut through by this incision, the aponeurotic structure, in 
which the other abdominal muscles end, comes into view, and is easily 
divided without cutting muscular fibre. Then the fascia transversalis, the 
subperitoneal fat, and the peritoneum are cut in succession. If pus has 
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formed close against the anterior abdominal wall, these last-mentioned will 
be found infiltrated with serum, and even thickened so as to look like cheesy 
tubercle. Otherwise these parts may appear perfectly normal. On opening 
the peritoneum the appendix may at once be seen, or adhesions and inflam¬ 
matory exudations may have so distorted the parts that a careful and difficult 
search may be required to find the appendix at all. It may be flattened out 
and glued firmly to the inflamed surface of the ctecum by old and recent 
adhesions, or it may be coiled upon itself and buried out of view in a mass 
of lymph. The finger is often quicker than the eye to detect the appendix 
in these conditions, as it is very certain to be found where the greatest thick¬ 
ening, as felt by the finger, exists. 

Osteoplastic Exarticulation of the Foot. 

Db. W. ItASUMOWSKY (Archiv fur kliniachc Chirurgic, vol. xxxix., 1889) 
discusses the various operations on the foot (PirogolF, WladimiroflT, Mikulicz, 
Tauber, Malgaigne), and reports a modification of his own, which he has em¬ 
ployed in one case, and which he thinks justifies the following conclusions: 

1. In children it is possible to perform an osteoplastic foot operation with¬ 
out the removal of the lower epiphysis of the tibia—that is to say, amputa¬ 
tion of the leg can often be replaced by osteplnstic exarticulation of the foot, 
a procedure which possesses unmistakable advantages. 

2. When the cutaneous covering of the heel is intact —L e., in .cases which 
in adults would indicate Pirogoff’s operation, in children, according to the 
method of Rasumowsky, the posterior portion of the os calcis may be thrust 
into the inter-malleolar niche. Similar modifications may be made according 
to the region and amount of uninjured skin which remains. The details are 
described with great fulness. 

Treatment of Aneurisms of the Extremities. 

The discussion at the French Surgical Congress on the question of operative 
interference in cases of aneurism embraced certain facts brought forward by 
M. Kirmisson (Archives Gbxkrales de Mtdcdne ., November, 1889). Of three 
spontaneous aneurisms related by this surgeon, one only was cured by digital 
compression after a painful attempt to use an elastic bandage; in the two 
other cases, compression having failed, it was necessary to have recourse to 
the ligature. 

M. Vaslin had had the same experience, and advocated in aneurisms of 
the inferior extremity the application of an aseptic ligature at a distance from 
the tumor. 

M. Trelat, who employs only the operative method, declared himself in 
favor of the direct extirpation of the sac, rejecting the aseptic ligature upheld 
by Lister, Boeckel, Lucas-Championnidre, and Verneuil. The advantage of 
cutting out the sac is to avoid subsequent accidents—that is to say, inflam¬ 
mation of the sac, producing circulatory and nervous disorders. Arterio¬ 
venous aneurisms must be treated at the earliest possible moment; if the sac 
is small, ligate the arteries and veins; if the sac is bulky, extirpate it. 

M. Reclus rejected all of the milder measures, not alone because cure is 
only obtained in about one-half the cases, but also because these procedures 
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are extremely painful, and, above all, because operative methods applied 
later are liable to be followed by grave accidents, which are due to the irrita¬ 
tion excited by the earlier attempts. 

M. Verxeuil, who was formerly an advocate of the “ mild” treatment, 
avoids surgical interference in old people in cases of aneurism of the trunk. 
With this exception, he adopts the operative method, preferring the ligature 
to extirpation, often a most difficult operation. 

M. Pevrot reported an interesting case of popliteal aneurism, the removal 
of which was very long and difficult. He believes that while there are cases 
suitable for ligature, and others which indicate extirpation, that the latter 
process will become the chosen one. 

M. PEAN (Revue de Chirurgie, November, 1889) calls attention to the fact 
that in nearly all aneurisms of the extremities operation is clearly indicated, 
as they are very accessible and differ only according to the importance of the 
artery involved, popliteal and femoral aneurisms being the most interesting 
surgically. Their cure can be accomplished not only by arresting the blood 
current by ligature, but also, and preferably, according to M. P6nn, by occlu¬ 
sion of the artery by means of forceps. If the aneurism is small and circum¬ 
scribed, one need not hesitate to open the sac and to empty it, compressing 
both the superior and the inferior ends of the artery. The forceps are allowed 
to remain for forty-eight hours, after which they are removed and the wound 
iB closed. For the femoro-popliteal aneurisms the same method could be 
used, but experience has demonstrated that immediate union is difficult to 
obtain, and that secondary hemorrhage may result. In these conditions it is 
preferable to look for the artery above and below the sac, and to place forceps 
at each of these two points. Pressure has a great advantage over the liga¬ 
ture, in not necessitating the denudation of the arteries and in not permitting 
foreign bodies to be an obstacle to union by first intention. 

Nerve Sutures. 

E. Etzold records (Deutsche ZeiUchrift fur Chirurgie, Bd. 29, Hefte 5 und 
6,1889) a number of cases occurring at the Dorpat clinic, in which various 
nerves, chiefly the ulnar, radial, median, and musculo cutaneus, were sutured 
at different intervals after their division, and on the whole with great success. 
After considering the general subject, he arrives at the following conclusions: 

Nerves do not unite by either primary adhesion or second intention. The 
axiB-cylinders are the extension of the cells of the ganglia, and their re-forma¬ 
tion or their union by means of an exudation of cellular elements of meso¬ 
dermal origin is, for anatomical reasons, not to be expected. 

Divided nerves are regenerated by means of a proliferation from the 
proximal stump. This was established by experiments upon animals, and 
has been confirmed by clinical observation, which shows beyond all doubt 
that the proximal end of a divided nerve is regenerated earlier and more 
completely than the distal end. 

The return of sensibility is of no value in the diagnosis of nerve regeneration. 

The symptoms indicating its occurrence are, a, active muscle contraction; 
b, disappearance of atrophy, especially of muscular atrophies; c, the slow 
appearance of this improvement; d, the return of faradic excitability in 
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muscles previously paralyzed. The galvanic current.is not of much impor¬ 
tance in the diagnosis of nerve regeneration. 

Spontaneous union of divided nerves in the extremities is very rare. In 
high injuries of nerves the prognosis is unfavorable iu spite of nerve sutures. 

Regeneration of nerves is prevented by the extensive formation of cicatricial 
tissue. 

Nerve suturing is not only a justifiable operation, but in every traumatic 
case of nerve section it is the duty of the surgeon to adopt it. 

The essentials of success are: absolute antisepsis, complete hasmostasis, 
avoidance of irritation. If, after nerve injuries, a congested condition of the 
limb results, it should be elevated, and massage employed as soon as the 
wound is healed. Direct galvanization of the nerve scar should be employed, 
as well as massage soon after cicatrization in order to diminish the scar. 

It is not proven that electric treatment of the organs supplied by the cut 
nerves either limits the atrophy or favors the nerve regeneration. 

Massage and passive gymnastics constitute the rational treatment for periph¬ 
eral paralyses. 

The most extensive use of the extremity that is found possible after nerve 
section, appears to have a favorable influence upon the healing. 

Acute Mercurial Poisoning. 

Kaposi (Oentralblalt fur Chirurgie, December 18,1889) reports the case of 
a vigorous woman forty years old, who on account of a maculo-papulnr 
syphiloderm had taken, by hypodermic injection within seven weeks, a con¬ 
siderable quantity of “oleum cinereum,” which resulted in the appearance of 
an acute stomatitis, followed by dysentery and death six weeks later. 

The autopsy showed the well-known signs of mercurial poisoning. The 
chemical analysis of the tissues of the last place of injection showed that 
scarcely a third of the amount deposited there had been absorbed. This fact 
made the case still more noteworthy, as usually gTay oil is exceedingly well 
tolerated. 

In four other cases Kaposi found a greater or less degree of acute stomatitis 
after similar injections, and in one case there was coexistent albuminuria. 
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Creolin in Aural Therapeutics. 

In the report of the work in the ear clinic at Gottingen, Burkner com¬ 
municates the experience with creolin [Archiv fur Ohrenheilkunde, vol.xxviii.. 
Part 4, October, 1889). Preference has been given to Pearson’s creolin, which 



